###### Strengths and limitations of this study

-   This is the first systematic review to assess health promotion interventions targeted for African Americans delivered in barbershops and hair salons.

-   Six major databases and one grey literature database will be searched to obtain all eligible studies.

-   There may be a limited number of eligible studies.

-   Heterogeneity of study outcomes may hinder ability to compare the effectiveness of intervention strategies.

Introduction {#s1}
============

African Americans constitute 13.4% of the US population making them the second largest minority group.[@R1] While life expectancy rates for all US adults have increased from 1997 to 2015, the mortality rates for African Americans are still disproportionately higher than non-Hispanic whites (NHW).[@R2] Moreover, African Americans are experiencing health inequities related to obesity and related chronic conditions such as cardiovascular disease, cancer and type 2 diabetes at younger ages than NHW driving up morbidity and mortality rates in young to middle adulthood.[@R2] African Americans have the highest prevalence (49.6%) of obesity and severe obesity of any racial/ethnic group.[@R3] They are twice as likely to have a stroke or die from heart disease, and 50% more likely to have high blood pressure than NHW.[@R4] Cancer disparities are astounding for African Americans. African Americans have a higher incidence of colorectal cancer and are twice as likely to die from multiple myeloma and stomach cancer than NHW.[@R5] African American men are more than twice as likely to die from prostate cancer, while African American women are more likely to die from breast and cervical cancer than NHW.[@R5] At 12.7%, African Americans have the second highest prevalence of diagnosed type 2 diabetes.[@R6] African Americans, a disadvantaged and marginalised group, are vulnerable to human rights violations and health inequities. Social determinants such as wage inequality, unfair housing laws and reduced access to quality education and healthcare influence health outcomes by creating barriers or pathways to risk factors.[@R7] African Americans are also less likely to see a primary care doctor on a regular basis due to costs, lack of trust in the healthcare system and other sociocultural factors.[@R8] Similarly, African Americans are under-represented in health promotion research.[@R10] There is an urgent need to develop effective, culturally appropriate health promotion interventions to engage African Americans to mitigate conditions that lead to health inequities.

Community partnerships and trusted sources of healthcare, such as same race providers, community health workers and medical organisations that focus on African Americans, can play an integral role in reducing cultural barriers to care, supporting coordinated care or linking people to resources, delivering health promotion interventions, and identifying socioeconomic and other factors that contribute to health disparities. Many health promotion interventions have struggled to engage African Americans. This is likely due to a lack of cultural adaption of curricula since most interventions are not designed with cultural factors in mind. Interventions are oftentimes placed in environments that are not viewed as easily accessible or are associated with racial prejudice and therefore do not meet people where they work, live and play. To remedy the issues with health promotion engagement and to tackle health inequities among African Americans, researchers and health programme interventionists have looked to community-based interventions that are more culturally appropriate and acceptable.

Faith-based organisations have served as a prime venue for health behaviour interventions among African Americans.[@R13] Historically among African Americans, the church has been a place not only for spiritual worship, but as a safe haven to socialise and engage in civic and political action. The church provides personal and economic development and community outreach. The African American church offers social support/structure and religiosity, core cultural constructs among African Americans that when incorporated into interventions yield positive outcomes.[@R15] Many faith-based interventions incorporate scripture and prayer into curricula to provide a deeper connection and reason for adopting healthy behaviours.[@R15] Involving church leadership in delivering the intervention or supporting/reinforcing engagement in the intervention use role modelling and the social network that is important to African Americans.[@R16] Conversely, faith-based and faith-placed interventions have limitations. African American men and young adults are less likely to attend church regularly than African American women and older adults.[@R17] Black churches have been inundated with various initiatives making it difficult to engage the church in implementing health promotion interventions.[@R18]

An alternative environment to capitalise on the sociocultural factors that influence African Americans' behaviour are barbershops and hair salons. Barbershops and hair salons, much like the church, have been staples of the African American community. These highly accessible establishments have been sources of entrepreneurship for African Americans earning respect for not only the owners, but for the barbers and stylists as well. Barbershops and hair salons provide important African American cultural constructs such as communalism and expressiveness.[@R19] Hair salons and barber shops have been used in different aspects of health promotion research such as cancer screening, hypertension, and fruit and vegetable consumption involving formative research to recruitment of study participants to sites for the delivery of interventions.[@R19] Barbershop-based and barbershop-placed interventions have become increasingly popular over the last decade.[@R27] Barbershops have been a valuable resource for reaching African American men, a traditionally difficult group to engage in research and the healthcare sector. Many African American men spend hours at the barbershop even when not being serviced. This time is spent networking for jobs, storytelling, purchasing various goods from African American vendors, enjoying entertainment (movies, sports, etc) and participating in other recreation (board games, dominoes, etc).[@R28] The majority of research that has taken place in barbershops address hypertension (screening and treatment adherence) and prostate cancer screening.[@R27] Interventions have been evaluated based on delivery by the researcher versus by the barber.[@R27] Because of systematic racism, mistrust of the medical system, reduced access to healthcare and sociocultural attitudes, it is not uncommon for an African American woman to have an established source of hair care, but to not have a primary care provider.[@R30] This speaks to the importance hair and hair care plays in the lives of African American women. African American women will undergo hair care that can be time consuming, financially burdensome, physically uncomfortable and unhealthy (due to exposure to chemicals, etc.) with regularity.[@R31] African American women spend considerable amount of time and money at hair salons thereby creating a captured audience suitable for health behaviour interventions.[@R31] Research around hair and hair care behaviours among African American women as it relates to health behaviour have centred on hair as a barrier to physical activity.[@R32] Studies using hair stylists to deliver health communication around breast cancer screening and other health behaviours have shown promise due to the unique and close relationship African American women have with their stylist.[@R33]

Rationale {#s1-1}
---------

Very few systematic reviews have looked at site or setting for engaging African Americans in health promotion, primarily focusing on 'cultural adaptions' of evidence-based interventions.[@R39] Of those that have, they were largely focused on recruitment strategies of participants for clinical trials from sites that include churches, barbershops and hair salons.[@R44] One synthesis of the literature examined interventions delivered in barbershops and hair salons but did not focus on African Americans as the target population.[@R20] In 2015, a qualitative systematic review was conducted describing health promotion interventions for African American men delivered by barbers, but did not include interventions delivered in hair salons or that focused on African American women.[@R27] To date, there have been no published systematic reviews of interventions delivered in hair salons targeting African American women. This will be the first systematic review of health promotion interventions that combines both African American men and women delivered in either barbershops and hair/beauty salons.

Objective {#s1-2}
---------

The aim of this systematic review is to critically examine existing health promotion interventions for African Americans delivered in barbershops and hair salons and to understand if there is quality evidence for the effectiveness of these interventions. By identifying characteristics of effective interventions, this will be useful to inform future efforts for health promotion for African Americans, with emphasis on the leading health inequities in chronic diseases in this population: heart disease, cancer, stroke and type 2 diabetes.

Methods and analysis {#s2}
====================

Study registration {#s2-1}
------------------

This systematic review protocol has been submitted for registration with the International Prospective Register of Systematic Reviews (PROSPERO) and is pending acceptance; date of submission: 18 November 2019. The protocol adheres to the reporting guidelines of the Preferred Reporting Items for Systematic Reviews and Meta-Analysis Protocol (PRISMA-P) statement.[@R46] The PRISMA-P checklist is provided as [online supplementary file 1](#SP1){ref-type="supplementary-material"}. Since this study is a systematic review of published literature, ethical approval will not be required. Significant protocol amendments will be documented and published with the results of the review.
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Eligibility criteria {#s2-2}
--------------------

Study inclusion will be restricted to studies published in English. The types of study designs, participants, interventions, comparators and outcomes that will be considered for inclusion are discussed below and outlined in [table 1](#T1){ref-type="table"}.

###### 

Inclusion and exclusion criteria

  -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  PICOS strategy     Inclusion criteria                                                                                                             Exclusion criteria
  ------------------ ------------------------------------------------------------------------------------------------------------------------------ -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  P---Population     African American/black, male and female, 18+years old, living in the USA                                                       Studies that recruited both African Americans/blacks and non-African Americans where the focus was not on African Americans/blacks (separate analysis for African Americans not conducted), studies focused on children and/or adolescents (\<18 years of age).

  I---Intervention   Interventions delivered in barbershops or hair salons/beauty shops with a health-related (obesity/chronic condition) outcome   Studies involving the collection of hair for biochemical and biomarker testing for environmental exposures, interventions delivered by massage therapists, interventions delivered in nail and tanning salons and interventions delivered outside of the USA.

  C---Comparison     For RCTs, wait-list control, attention control, usual care or standard treatment.\                                             
                     For quasi-experimental, no comparison required.                                                                                

  O---Outcome        Studies reporting outcomes related to heart disease, cancer screening and type 2 diabetes as a primary or secondary outcome.   Study outcomes related to dermatological diseases (tinea, alopecia, reactions to chemical hair treatments), side effects of cancer treatment and environmental exposures.

  S---Study design   RCTs, factorial, non-equivalent post-test only, and pretest studies and post-test study designs.                               Reviews, observational studies (cross sectional, case--control and cohort studies), case reports, case series, animal studies, secondary analyses of trials, qualitative studies and survey development studies.
  -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

RCTs, randomised controlled trials.

### Study designs {#s2-2-1}

We will include experimental and quasi-experimental study designs including randomised control trials, non-equivalent post-test only, and pre--post-test studies. Descriptive studies, observational studies (cross-sectional studies, case--control, cohort studies, case reports and case series), animal studies, secondary analyses of trials and survey development studies will not be included.

### Participants {#s2-2-2}

Studies will be included in this review that recruited adult (18+years) African Americans only. African American adults living in the USA are disproportionately affected by heart disease, cancer, stroke and type 2 diabetes.[@R4] The aforementioned diseases are the leading causes of death for non-communicable diseases among adult African Americans.[@R4] Traditionally, African Americans in the USA have been difficult to engage in health promotion efforts and research due to a longstanding mistrust of the medical and research community.[@R9] Careful consideration must be given to designing and implementing interventions that speak to cultural nuances specific to this community.

### Interventions {#s2-2-3}

Studies that take place in sites that can be characterised as barbershops or hair/beauty salons that cater to an African American clientele will be included and examined for feasibility, efficacy and effectiveness in delivering health promotion interventions aimed at reducing risk factors or to improve health outcomes of obesity and related chronic conditions (ie, cardiovascular disease, cancer and type 2 diabetes). This will include weight loss/maintenance, dietary, physical activity, screening and treatment adherence interventions.

### Comparators {#s2-2-4}

The intervention groups may be compared with: no active treatment, usual care, attention controls, waitlist controls, alternative treatments, active treatment in a different setting or with a non-African American population.

### Study outcomes {#s2-2-5}

For inclusion in this review, studies must report an outcome, participant-reported or objective assessment, related to heart disease/stroke (blood pressure, medication/treatment adherence and lipids), cancer (screening) or type 2 diabetes (screening, glucose, lipids and medication/treatment adherence) as the primary or secondary outcome of interest. This will also include changes in weight and/or BMI, diet and physical activity.

Information sources {#s2-3}
-------------------

A comprehensive search will be conducted by JM for all relevant articles using the search terms detailed in [online supplementary file 2](#SP2){ref-type="supplementary-material"} from inception to October 2019 in the following databases: Academic Search Ultimate, Cumulative Index of Nursing and Allied Health Literature, Embase, PsycINFO, PubMed and Web of Science. We will also search the ProQuest Dissertation database. To ensure comprehensiveness, reference lists from all eligible studies will be hand-searched to identify additional studies for inclusion.
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Search strategy {#s2-4}
---------------

Two thematic areas of focus related to population (African Americans and blacks) and intervention sites (barbershops, barber, hair salon and beauty culture) guided the following Medical Subject Headings (MeSH) terms and keywords used in the search: "African American," "Black American," "African Ancestry," "barber," "barbering," "beautician," "beauty culture," "cosmetologist," "hair," "hairdresser," "hairstylist," "stylist," "beauty shop,' "beauty salon," "hair salon,' and "salon."

Study records {#s2-5}
-------------

### Data management {#s2-5-1}

Studies identified through the search of the electronic databases will be exported by JM into EndNote V.X9 citation manager software and duplicate records will be removed. The EndNote file will then be imported to Covidence systematic review software (Veritas Health Innovation, Melbourne, Australia) and re-checked for duplicates. KP, PR, and FM will then independently begin the reviewing process.

### Selection process {#s2-5-2}

After excluding duplicates, articles generated from the search strategy will be divided into two equal sections (A and B). The three authors (KP, PR and FM) will independently perform an initial title and abstract review in the following manner: KP will review all articles A and B, PR will review articles A and FM will review articles B. FM will handle discrepancies for articles A and PR will handle discrepancies for articles B. In the next step, remaining articles will be read in full text format independently by KP and PR. Discrepancies at these two screening steps will be resolved by DOG and the set of articles to be reviewed will be finalised.

### Data extraction {#s2-5-3}

Data from these articles will be extracted independently by KP and PR and reviewed by FM. To ensure consistency and standardisation of data extraction, a Research Electronic Data Capture (REDCap) database will be developed specifically for this review. REDCap is a secure, web-based application designed to support data capture and storage for research.[@R47] Data reports will be cross-referenced by DOG for any discrepancies. If data extraction for an eligible study cannot be accomplished due to information inadequately described or missing in the full text article, KP will contact the publication's corresponding author via email up to three times to request the information. KP and PR will pilot the REDCap database on a subsample of eligible studies and make any appropriate adjustments to the data collection fields as necessary before continuing with the remaining studies. In the case of an intervention having multiple publications meeting eligibility criteria, only the manuscript presenting the final data assessment point will be included. Intervention materials, such as educational materials provided to participants, will be requested from trial authors and published as supplementary materials in the final review.[@R48]

Data to be extracted from eligible articles will include:

1.  Author(s) and year of publication.

2.  Participant characteristics (sample size, age, sex, socioeconomic status, important eligibility criteria such disease status or risk factors, geographic location).

3.  Disease state/focus (cardiovascular disease, cancer, type 2 diabetes, obesity).

4.  Study design (randomised-controlled trial or quasi-experimental design).

5.  Study setting (barbershop, hair salon, both).

6.  Intervention variables (duration and follow-up time points, CBPR approach (yes, no), interventionist (research team, barber/stylist, other), culturally-sensitive strategies implemented, supplemental materials and theoretical frameworks/behaviour change techniques).

7.  Comparator (if available) and description.

8.  Study outcome data (screening completion, medication/treatment adherence, weight loss and/or changes in BMI, and changes in risk factors for chronic disease (eg, diet, physical activity, blood glucose, haemoglobin A1c and lipids)) included as primary or secondary outcomes and feasibility outcomes of acceptability (satisfaction and intention to continue), practicality, integration and limited efficacy.

9.  For interventions delivered by barbers/stylists: recruitment strategies, intervention training and measures of fidelity.

Outcomes and prioritisation {#s2-6}
---------------------------

Outcomes of interest for this study include health-related results as defined by each study from the interventions as well as measures of feasibility and fidelity. Studies with significant findings will be reported in the final review. Efficacy will be difficult to assess due to the various uncontrolled variables (site, interventionist, sample characteristics, etc) among these 'real world' studies. Effectiveness will be assessed by improvements in the reduction of risk factors such as blood pressure, glucose and weight and by changes in health behaviours related to risk such as changes in diet, physical activity and screening adherence. We will also note limitations of each study such as threats to validity, sample size and bias, and generalisability. These findings will identify factors that impact intervention effectiveness and how they can be refined.

Quality assessment {#s2-7}
------------------

Quality in all studies will be independently assessed by KP and PR using the Effective Public Health Practice Project Quality Assessment Tool (EPHPP).[@R49] This standardised tool, developed by the Effective Public Health Practice Project in Canada, was chosen for its high inter-rater reliability and lower risk of bias.[@R50] Also, it can be used to evaluate a range of intervention study designs. The EPHPP evaluates the study quality by assessing the following six domains: (1) selection bias; (2) study design; (3) confounders; (4) blinding; (5) data collection and (6) withdrawals/dropouts. When using this tool, each of these six domains are rated from weak (one point) to strong (three points) and these are averaged to provide a total quality score for the study. Validity and reliability for this tool meets accepted standards.[@R41] For the current review, all studies to be included in the review will have a copy of the EPHPP attached, and both KP and PR will independently assess each article. Any discrepancies will be resolved by DOG. Since we are not conducting a meta-analysis, there will be no data synthesis, and therefore no sensitivity analysis will be conducted with the results from this assessment.

Data analysis {#s3}
=============

To give a comprehensively broad overview synthesising the effectiveness of health promotion interventions for African Americans delivered in barbershops and hair salons, we will present findings narratively in text and tables. It is anticipated that studies in this review will vary widely and be extremely heterogeneous; therefore, this textual approach is appropriate. We expect that the literature on this topic will be scarce and, therefore, we do not want to further limit potential studies for inclusion in order to pool data for a meta-analysis. In recognition of this limitation, for study outcomes that are sufficiently homogeneous, we will include quantitative summaries of extracted data. KP will synthesise all the data and this will be reviewed by PR. Discrepancies will be resolved by DOG. These summaries will be used to assess the effectiveness of interventions delivered in barbershops and hair/beauty salons for African Americans in the USA and address gaps in the existing literature. After synthesising the data, we will identify areas for future research.

Patient and public involvement {#s4}
==============================

As this systematic review will be based on previously published data, there will be no patient and/or public involvement in the design, interpretation or dissemination of the findings.

Ethics and dissemination {#s5}
========================

Since this is a protocol for a systematic review, ethical approval is not required. Any amendments made to this protocol while conducting the study will be reported in PROSPERO and in the final published manuscript. Findings from the review will be widely disseminated through conference presentations, peer-reviewed publications, and traditional and social media outlets.
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